Introduction
Promoting the mental wellbeing of employees can benefit organizations economically, through increased staff commitment and retention, improved productivity and performance and reduced absenteeism [1] . In 2009, the UK National Institute for Health and Clinical Excellence (NICE) published evidence-based guidance for employers on 'promoting mental wellbeing through productive and healthy working conditions' [2] . The recommendations were targeted at all UK employers, including the National Health Service (NHS). A national audit by the Royal College of Physicians Health and Work Development Unit (HWDU), conducted in 2011, assessed the implementation by NHS trusts (organizations providing health care) of various NICE guidelines for employers, including those on mental wellbeing [3] . Wide variation was observed between trusts but it is unclear whether in practice, fuller compliance with the guidelines results in improved mental wellbeing of staff [4] .
Since 2002, NHS staff in England have been surveyed annually about their views and experiences of working in the NHS. Data are fed back to trusts to allow them to review and improve local working conditions, and ultimately to improve patient care. Almost 306 000 NHS staff were asked to complete the national staff survey in 2010 and 54% responded [5] . The survey includes various questions relating to mental health and these provided an opportunity to explore whether there is an association between compliance with NICE guidance on mental wellbeing and better mental health outcomes as reported by staff.
Methods
We carried out a cross-sectional analysis, relating outcomes by trust from the NHS staff surveys in 2009 and 2010 to findings from the HWDU 2011 audit. The outcome variables studied were from NHS staff survey questions about bullying by a manager or colleagues, feeling unwell because of work-related stress and personal or emotional problems disturbing work or daily activities. Preliminary analysis indicated moderate to strong correlations in the prevalence of each outcome by trust between 2009 and 2010 (r = 0.49-0.63), and rates were therefore averaged across the two surveys to give measures that were statistically more stable. Furthermore, the variables so defined were mutually inter-related with pairwise correlation coefficients of 0.32, 0.54 and 0.67, and an overall Cronbach's alpha of 0.74. They were therefore summed to derive a single 'mental health score', using weightings (approximately equal) derived from principal components analysis. The distribution of this score was approximately normal and it was scaled using z-scores. Thus, an increase of one unit in the score corresponded roughly to the difference between the 84th centile and the median of the distribution of scores across all trusts.
Explanatory variables derived from the HWDU audit included: whether staff health and wellbeing was a regular agenda item at the board (yes/no), whether there was an organization-wide policy to promote mental wellbeing amongst staff (yes/no/in development), whether psychological therapies were provided for staff (yes/no), and two summary scores, the first covering the existence of policies (for example on the existence of an organization-wide plan or policy for promoting mental wellbeing amongst staff) and the second relating to specified activities in support of mental wellbeing (for example, training for line managers on how to promote and protect employee mental wellbeing [3] ). In addition, we collected information on the type of trust, its size and the region [Strategic Health Authority (SHA)] in which it was based.
Associations between mental health and potential explanatory variables were explored by linear regression and summarized by differences in mental health z-score with associated 95% confidence intervals (CIs). Statistical analysis was carried out using Stata v 11.1.
Ethical approval was not required as the study entailed only secondary analysis of anonymized data.
Results
Audit data were available for 169 acute, mental health and ambulance NHS trusts (73% of all such trusts). These varied in size from 350 to 15 167 employees, and most (72%) were acute trusts. Table 1 shows associations of mental health scores with various trust characteristics, including their performance on different measures in the national audit. No association was found with size of trust so this was excluded from further analysis. After adjustment for other variables, mental health scores were significantly poorer in mental health and ambulance trusts than in acute trusts (differences in z-scores 0.54, 95% CI 0.19-0.89 and 0.85, 95% CI 0.26-1.45, respectively). In addition, mental health problems were more frequent in London than in other SHAs, almost all differences being statistically significant. Mental health scores tended to be better where staff health and wellbeing was a regular board agenda item, and in trusts that scored higher in the audit for overall activity to promote mental wellbeing. However, these differences were not statistically significant and there was no indication of better scores in trusts with policies on mental wellbeing or those that provided psychological therapies for staff.
Discussion
Our analysis indicates differences in the prevalence of mental health problems by type of trust and trust location but little relationship to trusts' performance in the HWDU audit of compliance with NICE guidance on promotion of mental wellbeing. The higher rate of mental health problems in mental health and ambulance trusts, and in trusts in the London region, may reflect a tendency of such trusts to recruit employees who are more prone to minor mental illness but it could also be a consequence of more stressful working conditions. Either way the finding should be a particular encouragement to promotion of mental wellbeing in such trusts.
There are several possible explanations for the absence of clearly better mental health scores in trusts that performed better in the HWDU audit. It may be that trusts tended to comply more fully with the guidance if they perceived a problem among their staff (reverse causation), or the audit may not have been sufficiently discriminatory to differentiate between trusts that were performing better or worse. However, it could also be that the approaches recommended in the NICE guidance have smaller benefits than expected or that benefits take some years to be realized. Thus, our findings should be an encouragement to further evaluation of the guidance and its impact once it has been in place for longer.
Key points
• In an analysis of data from National Health Service staff surveys, self-reported mental health was significantly poorer in mental health and ambulance trusts than in acute trusts.
• No clear relationship was found between selfreported mental health and implementation of UK National Institute for Health and Clinical Excellence guidance for employers on promotion of mental wellbeing.
• The UK National Institute for Health and Clinical Excellence guidance may have smaller benefits than expected, or they may take some years to be realized.
